We are aware of the SNAP TM program used at the Child Development Institute; we agree that many of the strategies used to make children aware of the link between thoughts (cognitions), feelings, physiologic sensations, and behaviour, together with strategies to further help them use this knowledge to make better choices about their behaviour, are similar between programs. Several researchers have shown that these cognitive-behavioural strategies help to decrease aggressive behaviours (2-4). Both programs are also manualized, which allows consistent training of others and replication of the intervention with integrity across sites and time.
There are several notable differences between the programs as well, as Ms Augimeri points out. We did not run the clinic-based groups described in our paper as sex-specific groups. Within our clinic, the referral rate to these temper-taming groups is greater for boys than for girls, as evidenced by the enrolment in the groups reported in our article (46 boys and 10 girls). It would be easy to run boys-only groups; however, the lower referral rate for girls makes it impossible to assemble all-girl groups and still offer timely service. As we continue to learn more about the similarities and differences in the development of aggression in girls and boys, clinical services may also move toward adopting sex-specific groups.
The other notable difference is in the process of program referral. The groups described in the paper were run through our outpatient children's mental health service and only included clinician referrals for children and families being seen within the clinic. The Earlscourt Under 12 Outreach Program accepts referrals more broadly. Only about 1 of every 6 children with emotionalbehavioural problems reaches an outpatient mental health service for assessment and treatment (5), owing to limited availability and inaccessibility of services and high opportunity costs to families (6) (7) (8) 
Canadian Depression Prevalence
Dear Editor: On the basis of their review of the epidemiology of depression, Waraich and others (1) suggest that health planners may need to revise down the commonly reported prevalence rates of mood disorders. However, we urge caution before assuming this to be the case. That is because most of the studies reviewed used instruments that have the potential to overlook many cases of depression.
Consider the data used for the review of 1-year prevalence rates, for which the pooled rate for major depression was 4.1%. Of 11 studies reported, 5 used the Composite International Diagnostic Interview (CIDI) (2), and a further 5 used the Diagnostic Interview Schedule (DIS) (3), from which the CIDI was derived. It is important to note that these instruments have exclusion criteria that are rarely specified in the published results.
For example, they have several probe or stem questions that determine presumed clinical significance. Thus they exclude persons whose symptoms are considered to be due to medication, drugs or alcohol, physical illness or injury; those who consider their symptoms to be trivial or who have not consulted a doctor; those who consider that their symptoms do not interfere "a lot" (determined by respondent) with their daily life and activities; and also those who have not taken medication for their symptoms on more than one occasion.
The validity of these exclusions warrants further consideration. We acknowledge that excluding those whose depressive disorder is associated with alcohol and (or) drugs or with concomitant physical illness and injury is consistent with DSM-IV guidelines, but we 
